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Examined after a month, the optic 
disc is already showing a marked pallor. 
There was no return of light perception. 
The changes in the fundi, seen in 
these two cases, must have been caused 
either by a tangential grazing of the sclera 
by the pellet, or by the concussion waves 
travelling through the semi-fluid orbital 
contents. 
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Summary 
A new technique is described, where 
in cases of cicatricial entropion of the up-
per lid, ,the ,electrocautery is used instead 
of the scalpel tJ excise a wedge-shaped 
band from ,the deformed tarsus in order to 
restore to a normal position the inturned 
lid border. 
The most common cause of cicatricial 
Entropion and Trichiasis, generally of the 
upper lid, is long standing Trachoma. Both 
the conjunctiva and the tarsal plate share 
in the disease process. The end result, 
deformity of the lid and the turn'ing in of 
the Jid border, is caused by conjunctival 
scarring and softening of the tarsus. In 
addition, the follicles of the cil'ia are 
diseased. Ins,tead of growing forward as 
they normally do, the cilia slant backwards 
through the tarsal border and become 
curved"and distorted (Trichiasis). The per-
nictous effect of these changes on the 
cornea need not be discussed. 
The aim of surgica1 treatment is to 
prevent corneal damage, by restoring to a 
normal position the inwardly rotated lid 
margin and getting rjd of the Trichiasis. 
A combination of an entropion and Trich-
iasis operation is necessary. (Tarsoplasty). 
The operation should relieve the entropion 
permanently with the leaist amount of de-
formity. An operation which has given 
consistently good results is that carried 
out according. to Snellen's, technique. The 
ma'in steps are the followtng: - A wedge 
shaped band of tissue is excised from the 
thickened tarsus, a!long its whole length. 
- Three or more double armed mattress 
silk sutures are introduced into the upper 
margin of the pared; area in the tarsal 
plate. These are then passed through the 
lower margin of the same area and 
through the lid margins to emerge just 
above. the line of the cilia. The two ends 
of each suture are then bound on a small 
glass be'ad. 
(Fig. 1) 
In this way, the lower part of the 
tarsal plate is bent forward on itself, 
thus everting the lid margin along with the 
line of distorted cilia. 
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Fig. 2. 
It is here suggested that instead of 
using a Bard-Parker knife to carve out the 
wedge of tissue from the thickened tarsus, 
very often not a simple and easy step, one 
might use the electrocautery. 
The point of the latter, heated to a 
bright red glow, is applied to the surface 
of the tarsus until a groove of the re-
quired depth and width is obtained. A small 
curette is used to olear the burnt-out 
debris and clean the groove. Care is taken 
not to perforate the tarsus and con-
junctiv,a. The sutures are subsequently in-
troduced as already described. 
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Fig. 3. 
This technique is considered to be 
simpler and easier to carry out than paring 
the deformed tarsus by means of a scalpel. 
Moreover, the induced fibrous tissue con-
traction after the application of the 
electrocautery, is another factor in favour 
of this technique. 
Just after the operation. 
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Ten days a~ter Sutures have been removed 
Eight cases were operated upon in 
this way. The results were satisfactory. In 
one case, a good result was obtained even 
without the use of sutures. 
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BLI ND LOOP SYN DROME -
EXTENSIVE DIVERTICULOSIS 
OF THE SMALL INTESTINE 
L. CUTAJAR 
M.D., F.R.C.S. (Eng.), F.R.C.S. (Edin.) 
Deparvm.en,t of SU1jgery, 
St. Luke's Hospit'1l 
Mr. G.T., aged 53 years, presented 
himself at Surgical Out Patients on 1.8.73 
with a history of progressive weight loss 
and ill-health over the past three yea,rs. 
Despite a reasonably good appetite the 
weight loss and asthenia had been more 
marked in the past six months. During the 
past fortnight he had deveiloped anorexia, 
diarrhoea (approximately two watery 
stools daily) and occasional hypogastric 
pain. He had vomited three times but 
there was no haematemesis. However, on 
five occasions, during the past three years, 
he had passed stools strongly suggestive 
of melaena. There was nothing else relev-
ant in the past medical history. He smoked 
thirty cigarettes per day. 
On examination, the most salient 
feature was the marked asthenia and pal-
Ilor of the patient. There was no peripherall 
oedema. The cardio-vascular and respirat-
ory systems were normal. There was 
nothing obviously abnormal to be seen or 
felt in the abdomen and in the rectum. 
The patient was admit,ted to hospital 
where the following investigations were 
done: 
Hb. 11.8 (80%). W.B.C. 17,400 per 
c.mm (neutrophils 76%, eosinophils 1%, 
basophils 1%, Lymphocytes 15%, mono-
cytes 7%). 
The blood film showed neutrophilia 
with normal R.B.C.s and platelets. 
E.S.R. 110 mm in the first hour. 
